Abstract -Background: Patients with a double diagnosis of alcohol dependence and phobic disorders are a common phenomenon in both alcohol and anxiety disorder clinics. If we are to provide optimum treatment we need to know more about the clinical characteristics of this group of comorbid patients. Objective: To answer the following questions. (1) What are the clinical characteristics of treatment-seeking alcohol-dependent patients with a comorbid phobic disorder? (2) Are alcohol dependence and other clinical characteristics of comorbid patients different from those of 'pure' alcohol-dependent patients? (3) Are the anxiety symptoms and other clinical characteristics of comorbid patients different from those of 'pure' phobic patients? Method: Three groups of treatment-seeking patients were compared on demographic and clinical characteristics: alcohol dependent patients with a comorbid phobic disorder (n = 110), alcohol-dependent patients (n = 148) and patients with social phobia or agoraphobia (n = 106). In order to diagnose the comorbid disorders validly, the assessment took place at least 6 weeks after detoxification. Results: Comorbid patients have high scores on depressive symptoms and general psychopathology: 25% of patients have a current and 52% a lifetime depressive disorder. The majority have no partner and are unemployed, they have a high incidence of other substance use (benzodiazepine, cocaine, cannabis) and a substantial proportion of comorbid patients have been emotionally, physically and sexually abused. They do not have a more severe, or different type of alcohol dependence or anxiety disorder than 'pure' alcohol-dependent patients and phobic patients respectively. Conclusion: Comorbid patients constitute a complex part of the treatment-seeking population in alcohol clinics and psychiatric hospitals. These findings should be taken into account when diagnosing and treating alcohol-dependent patients with a comorbid phobic disorder.
INTRODUCTION
Nowadays alcohol clinics rarely treat 'pure' alcoholics, as patients with comorbid psychiatric disorders constitute the majority of the alcoholic population (Ross et al., 1988) . This is especially true of comorbid anxiety disorders. Schneider (2001) observed an overall comorbidity rate in treatmentseeking alcohol-dependent patients of 42.3% for any anxiety disorder, 13.7% for social phobia, 13.1% for agoraphobia and 5.2% for panic disorder (Schneider et al., 2001 ). High comorbidity rates of alcohol dependence among treatmentseeking phobic patients are also reported (Noyes et al., 1986) . Epidemiological studies have also shown high comorbidity rates of anxiety disorders with alcohol use disorders. The NEMESIS study (Ravelli et al., 1998) reported that 8.3% of the population with an alcohol dependence had a panic disorder with or without an agoraphobia, 4.5% an agoraphobia and 7.4% a social phobia. The National Comorbidity Study (NCS) found even higher prevalence for alcohol dependence and social phobia (19.3%, OR = 2.41) and for agoraphobia (6.5%, OR = 1.82) (Kessler et al., 1994) .
A possible explanation for the high comorbidity rates is the 'self medication hypothesis'. Initially, use of alcohol may decrease anxiety symptoms, but later on it promotes persistent and excessive use of alcohol through negative reinforcement (Kushner et al., 2000) . This study focuses on comorbid social phobia and agoraphobia because these anxiety disorders tend to precede alcohol dependence. Panic disorder and generalized anxiety disorder, on the other hand, tend to develop after the onset of alcohol dependence (Kushner et al., 1990; Brady and Lydiard 1993; Romach and Doumani 1997) . The presence of a phobic disorder substantially increases the risk of developing and maintaining alcohol use disorders (Kushner et al., 1990) .
Because alcohol-dependent patients with comorbid phobic disorders form a substantial proportion of treatment-seeking alcoholics and phobic patients, we need to know more about the clinical characteristics of this group of patients if we are to provide optimum treatment. To our knowledge, this subject has been studied only once before. The study by Thomas et al. compared treatment-seeking ' pure' alcoholics with treatmentseeking alcoholics with social phobia in terms of demographic and clinical characteristics (Thomas et al., 1999) . They showed that the comorbid patients had higher mean scores on an alcohol dependence scale, and more dependence symptoms on the SCID, but they did not drink larger amounts of alcohol or more frequently than the pure alcoholics. Also, the comorbid patients had more symptoms of depression, as measured with Beck's Depression Inventory (Beck and Steer, 1987) and they suffered more frequently from major depressive disorders, as measured with the Computerized Diagnostic Interview Schedule (C-DIS) (Robins et al., 1988) . A limitation of the study of Thomas et al. is that it excluded patients with other substance use disorders (except nicotine and cannabis) and not all patients were assessed at least 4 weeks after detoxification. As withdrawal symptoms can influence the assessment of anxiety symptoms (Schuckit and Monteiro, 1988; Schadé et al., 2003) the results in the alcoholdependent group with comorbid social phobia in particular should be interpreted with caution.
The purpose of the present study was to answer the following questions. (1) What are the clinical characteristics of treatment-seeking alcohol-dependent patients with a comorbid phobic disorder? (2) Are alcohol dependence and other clinical characteristics of comorbid patients different from those of 'pure' alcohol-dependent patients? (3) Are anxiety symptoms and other clinical characteristics of comorbid patients different from those of 'pure' phobic patients? To this end we compared three groups of treatment-seeking patients: alcohol-dependent patients with a comorbid phobic disorder, alcohol-dependent patients and patients with social phobia or agoraphobia. The demographic and clinical characteristics of the three groups were compared. To determine whether the comorbid patients had a different kind of alcohol dependence or phobic disorder, we compared each single diagnosis group with the comorbid group. In order to diagnose the comorbid anxiety and depressive disorders validly, the assessment took place at least 6 weeks after detoxification (Schuckit and Monteiro, 1988; Driessen et al., 2001 ).
MATERIALS AND METHODS

Design
A cross-sectional study was conducted from November 1998 to February 2001 with three treatment groups: alcohol-dependent patients with comorbid social phobia or agoraphobia (ALC/ ANX group), alcohol-dependent patients (ALC group), and patients with social phobia or agoraphobia (ANX group). The study had ethical approval from the VU University Medical Centre. All patients gave written informed consent after the procedures had been fully explained to them.
Procedures ALC/ANX and ALC. From November 1998 to February 2001 all consecutive patients suffering from alcohol dependence detoxified at the outpatient or inpatient clinics of the Jellinek Alcohol Treatment Centre, Amsterdam, who had been abstinent for at least 4 weeks were asked by their therapist to participate in the present study. At intake, trained interviewers administered the European version of the Addiction Severity Index (EuropASI) (Kokkevi and Hartgers, 1995) . Since excessive use of alcohol and subsequent withdrawal are likely to influence the presence and severity of anxiety symptoms, sufficient time needs to elapse between detoxification and the diagnosis of comorbid anxiety disorders (Driessen et al., 2001) . Schuckit and Monteiro (1988) suggest a period of at least 4 weeks' abstinence before a valid diagnosis of comorbid Axis I disorders can be reached. The patients were diagnosed using the Structured Clinical Interview for DSM-IV (SCID) (First et al., 1996) . They were then asked to fill out several self-report questionnaires.
ANX. From November 1998 to February 2001 all consecutive patients at the Amsterdam Outpatient Clinic for Anxiety Disorders diagnosed using the SCID who met the criteria for social phobia, panic disorder with agoraphobia or agoraphobia without a history of panic attacks were asked to participate in the present study. They were then asked to fill out several selfreport questionnaires. The EuropASI was administered by telephone.
Subjects ALC/ANX and ALC.
Patients were included if they met the DSM-IV criteria for alcohol dependence, diagnosed using the SCID, and a minimum score of 5 on the EuropASI alcohol severity scale (range 0-9), indicating that alcohol use constitutes a problem of at least moderate severity for which treatment is necessary. Patients were allocated to the two groups under study based on the presence or absence of comorbid anxiety disorders: (1) if they met the criteria for comorbid social phobia, panic disorder with agoraphobia or agoraphobia without a history of panic attacks (ALC/ANX), and (2) if they did not meet the criteria for a comorbid anxiety disorder (ALC). Excluded from the ALC group were patients with the following non-phobic disorders: panic disorder without agoraphobia, generalized anxiety disorder, obsessive compulsive disorder and posttraumatic stress disorder. Although simple phobia is a phobic disorder, the presence of a simple phobia was not taken into account in the allocation to the two groups. Simple phobia does not have a rate of comorbidity with alcohol dependence beyond expected community base rates (Kushner et al., 1990) . Co-occurrence of other DSM-IV diagnoses (including other substance use disorders) was not an exclusion criterion for participation in either group.
ANX. Patients were included if they fulfilled DSM IV criteria for social phobia, panic disorder with agoraphobia or agoraphobia without a history of panic attacks. Alcohol dependence and alcohol misuse were exclusion criteria, although we excluded only two patients with comorbid alcohol dependence. Patients with all other comorbid diagnoses (including other substance use disorders) were included.
Assessment Structured Clinical Interview for DSM-IV (SCID).
All diagnoses were assessed using the SCID, including the number of alcohol dependence criteria and the age of onset of alcohol dependence.
EuropASI. The EuropASI assessed demographic characteristics such as sex, age, employment and partnership status, and clinical characteristics such as emotional, physical and sexual abuse.
Alcohol use measures
Self-reported alcohol consumption (days with any amount of alcohol drunk and days with five or more alcoholic drinks per day (heavy drinking days) in the 30 days prior to the assessment), the number of previous alcohol treatments and the duration of the alcohol problem were recorded. The ASI severity score (range 0-9) covers such things as number of drinking days and amounts of alcohol consumed, duration of the alcohol problem and alcohol treatment history.
Self-report measures
Anxiety. Agoraphobic avoidance was measured on the Fear Questionnaire (FQ) agoraphobia scale (Marks and Mathews, 1997) , fear of panic attack symptoms using the Bodily Sensations Questionnaire (BSQ) (Chambless et al., 1984) , and common cognitions of agoraphobic patients during panic attacks using the Agoraphobic Cognitions Questionnaire (ACQ) (Chambless et al., 1984) . Avoidance of social phobic situations was assessed on the Fear Questionnaire (FQ) (Marks and Mathews, 1997) Other clinical characteristics General psychopathology was assessed using the total score on the Symptom Checklist (SCL-90) (Derogatis, 1997) and depressive symptoms using the Beck Depression Inventory (BDI) (Beck and Steer, 1987) .
Analysis
The ALC/ANX, ALC and ANX groups were compared for continuous variables using GLM-ANOVA and logistic regression for categorical variables. The multi-comparison results from the three groups were corrected with Bonferroni adjustments. The family-wise error rate was thus set at 0.05. As we made three comparisons, the difference is considered significant at 0.016 (0.05 divided by 3). Given the different prevalence of alcohol dependence and phobic disorders between men and women, the effect of sex was taken into account in all the analyses. This was studied in two steps. First we assessed whether sex was a potential effect-modifier using the interaction term. If this was not the case, sex was added to the model to adjust for its confounding effect. Because there were significant differences between the ALC/ANX group and the ANX group in the type of phobic disorders, only patients diagnosed with agoraphobia in each of the two groups were used in the analyses to determine possible differences in agoraphobic characteristics. The same procedure was followed for the patients diagnosed with social phobia.
RESULTS
A total of 364 patients participated in the study, 110 patients with alcohol dependence and comorbid phobic disorders (ALC/ANX group), 148 patients with alcohol dependence (ALC group) and 106 patients with phobic disorders (ANX group). The mean age was 43 (SD 8.7) years in the ALC/ANX group, 43 (SD 10.0) years in the ALC group and 34 (SD 10.2) years in the ANX group. In none of the dependent variables did group ϫ sex show a significant interaction.
Demographic and clinical characteristics
In order to answer the questions posed in this study we compared the ALC/ANX group, the ALC group and the ANX group on demographic and clinical characteristics (Table 1 ). An important finding was that comorbid patients (ALC/ANX) showed a substantial number of other diagnostic and clinical characteristics besides alcohol dependence and phobic disorder. They had high scores on depressive symptoms (BDI) and general psychopathology (SCL-90): 25% of patients had a current and 52% a lifetime depressive disorder. The majority had no partner and were unemployed, they had a high incidence of other substance use (benzodiazepines, cocaine, cannabis) and a substantial proportion of comorbid patients had been emotionally, physically and sexually abused.
Compared to the ALC group, the ALC/ANX group was more depressed and showed more general psychopathology (SCL-90). Also, the comorbid group was more likely to be addicted to benzodiazepines. Compared to the ANX group, the comorbid group showed many more clinical characteristics and different demographic features. The comorbid patients were more likely to be unemployed single men and more likely to be diagnosed with benzodiazepine, cocaine and cannabis dependence/misuse. Although the ALC/ANX group did not have more depressive disorders, they did show more depressive symptoms (BDI). Finally, they tended more to have been emotionally, physically and sexually abused. To sum up, the comorbid patients had several other clinical characteristics and unfavourable demographic features in addition to their alcohol dependence and phobic disorder, especially compared to the ANX group.
Alcohol use characteristics (ALC/ANX group and ALC group)
To determine whether the comorbid patients suffered from a more severe or different kind of alcohol dependence, we compared the ALC/ANX group and the ALC group on several alcohol use/dependence characteristics ( Table 2 ). As Table 2 shows, no significant differences were found. Alcoholdependent patients with a comorbid phobic disorder and 'pure' alcohol-dependent patients do not significantly differ in age of onset of alcohol dependence, severity of alcohol dependence, number of heavy drinking days or duration of the alcohol problem.
Anxiety characteristics (ALC/ANX group and ANX group)
We also compared the ALC/ANX group and the ANX group on several anxiety measures to determine whether the comorbid patients have a different kind of, or more severe, anxiety disorder (Table 3 ). In the ALC/ANX group the majority of patients were social phobic; in the ANX group agoraphobic. The ALC/ANX group showed the same prevalence rates with other anxiety disorders, and on none of the assessment lists were significant differences found.
DISCUSSION
This study investigated several aspects of alcohol-dependent patients with comorbid phobic disorders. An important observation is that comorbid patients are diagnosed with severe clinical characteristics and unfavourable demographic features. They are characterized by high scores on general psychopathology and depressive symptoms, they tend to have depressive disorders and substance misuse disorders, they are frequently unemployed and do not have a partner, and emotional, physical and sexual abuse is a common phenomenon. Second, alcohol-dependent patients with comorbid phobic disorders do not have a more severe or different alcohol dependence or anxiety disorder features than 'pure' alcohol-dependent and 'pure' phobic patients respectively.
The study by Thomas et al. compared alcoholics with and without social phobia. In line with our findings it found no difference between the two groups on amount and frequency of alcohol consumption (Thomas et al., 1999) . In that study, however, comorbid patients showed higher scores on an alcohol-dependence scale (Skinner and Horn, 1984) and more SCID alcohol dependence symptoms were assessed. There are several possible explanations for the differences in alcohol characteristics between the two studies. Thomas et al., used the DSM-III-R version of the SCID with a maximum of nine dependence symptoms, whereas we used the SCID-DSM-IV version with a maximum of eight dependence symptoms. Also, some patients in the study by Thomas et al. were diagnosed within 1 week of abstinence. Some of the SCID dependence symptoms are similar to withdrawal symptoms, so it is likely that at 1-2 weeks' abstinence it was withdrawal symptoms that were assessed, especially in the case of the comorbid patients (Johnston et al., 1991) , resulting in a higher number of alcohol dependence symptoms.
Significantly more comorbid patients were diagnosed with benzodiazepine dependence or misuse. They probably used more benzodiazepines as a medication for existing anxiety symptoms. Moreover, their withdrawal symptoms were probably more severe than those of 'pure' alcoholics because alcohol-dependent patients with at least one comorbid anxiety disorder report greater severity of withdrawal symptoms compared to 'pure' alcoholics (Johnston et al., 1991) . A possible explanation for the difference between the ALC/ANX group and the ANX group on types of phobic disorder is the higher comorbidity rate of social phobia and alcohol dependence in the general population (Kessler et al., 1994) . • The suffiixes 1, 2, 3 indicate significant differences between groups.
Reported emotional, physical and sexual abuse was very common among the three groups of patients, especially in the ALC/ANX and ALC groups. This finding is also reported in the literature, which notes an association with childhood sexual or physical abuse, especially in the case of women (Langeland and Hartgers, 1998) . Sexual abuse is associated with the presence of social phobia in alcohol-dependent men and women, and also with agoraphobia in alcohol-dependent men (Langeland, 2003) .
The high levels of dysfunctioning indicated by the sociodemographic characteristics of the comorbid group, the high levels of psychopathology, and the high frequency of childhood emotional, physical and sexual abuse raise the question of whether alcohol dependence combined with a phobic disorder represents a distinct diagnostic entity. The comorbid condition should differ clearly from both alcohol dependence and phobic disorder. In the present study this does not seem to be the case: only two clinical characteristics, high depressive symptoms (measured with the BDI) and benzodiazepine dependence/misuse were found to be more common in the comorbid group compared to the two 'pure' diagnostic groups. A high prevalence of depressive symptoms among anxiety disorders has often been shown (Schneier et al., 1992; Merikangas and Angst 1995; Goodwin 2002 ) but the comorbid group showed more depressive symptoms than the ANX group. A relative difference in only two clinical characteristics, however, is not enough to indicate that comorbidity is more than just the co-occurrence of alcohol dependence and phobic disorders.
The strength of the present study lies in the fact that, for the first time, these three groups of patients have been compared on a wide variety of clinical characteristics. Each group has a large enough sample size and the groups are assessed and analysed using the same method. The study also has some limitations. First, all the participants in the study were treatment-seeking patients. It could be that patients with a double diagnosis of alcohol dependency and severe anxiety disorders do not seek alcohol treatment, or discharge themselves from the clinic owing to their anxiety symptoms. On the other hand, patients suffering from a combination of mood, anxiety and substance disorders are more likely to perceive the need for professional help and seek it (Mojtabai et al., 2002) . Second, we only included alcohol-dependent patients with a comorbid phobic disorder from an alcohol treatment clinic, which might have introduced some selection bias. At the Anxiety Clinic, however, only two patients with alcohol dependence and a comorbid phobic disorder were found and subsequently excluded. This seems to indicate that comorbid patients are much more likely to seek help for their alcohol dependence than for their anxiety disorder. Based on this observation, we conclude that the decision to recruit comorbid patients only from the alcohol treatment clinic has not introduced serious selection bias.
CONCLUSION
Alcohol-dependent patients with a comorbid anxiety disorder differ in kind-aside from the combination of an anxiety disorder and alcohol dependence-from 'pure' alcoholics and 'pure' phobic patients. These are complex patients with high scores on depressive symptoms and general psychopathology, frequently diagnosed with a depressive disorder. The majority have no partner and are unemployed, they have a high incidence of other substance use (benzodiazepine, cocaine, cannabis) and a substantial proportion of them have been emotionally, physically and sexually abused. This observation has clinical implications. Alcohol-dependent patients with comorbid phobic disorders will enter alcohol clinics and psychiatric hospitals with severe psychiatric and social problems in addition to their alcohol problem and anxiety disorder, and this may effect their treatment options and requirements. Alcohol clinics should take note of the variety of severe social and psychiatric problems, which will probably lead to better treatment. • Corrected for sex.
